INTRODUCTION
• 142,570 cases and 51,370 death from colorectal cancer i 2010 in 2010.
• Blacks have higher incidence and death rates when • Blacks have higher incidence and death rates when compared to whites.
• Routine screening can provide early detection and improved survival.
•Aproximately, 1.6 million screening colonoscopy are f d ll performed anually.
•It is estimated that 6 to 8 millions screening colonoscopy would ne to be performed to meet requirements for screening elegible patients.
• Racial disparities exist in colorectal cancer screening.
• Physician supply has been associated to increase use of y pp y screening tests in various cancers.
OBJECTIVES
• Examine the association between the l b l f l d d availability of colonoscopist and PCP and rates of colonoscopy.
• Describe racial/ethnic differences in colonoscopy rates colonoscopy rates
• Examine the interaction between availability
Examine the interaction between availability of colonoscopist/PCP and race/ethnicity in colonoscopy rates. colonoscopy rates.
METHODS

Study variables
• Age Study variables Age.
• Gender.
R / th i it
• Race/ethnicity.
• Income.
• Risk of colon cancer: FAP (V15.81), HNPCC (V16.0), Personal history of adenomatous polyps (V12.72), CRC (V10 05) IBD (555 0 9 d 556 0 6) (V10.05), IBD (555.0-9 and 556.0-6) • Comorbidities: Using Elixhauser index.
METHODS
Physician availability
• Defined as number of physician per 10,000 elders in a Physician availability Defined as number of physician per 10,000 elders in a specific Health Service Area (HSA).
• Physician providing care in more than one HSA, were Physician providing care in more than one HSA, were considered available in both.
• Individual providers identified using UPIN or NPI.
Individual providers identified using UPIN or NPI.
• Colonoscopist defined as a physician who perfomed more than 5 colonoscopies/year. more than 5 colonoscopies/year.
• PCP defined as general practitioner, family physician, general internist or geriatrician. general internist or geriatrician.
METHODS
Physician availability
• Physician availability was estimated using population Physician availability y y gp p estimates and physician counts. weighted these availability estimates by the relative population size in the HSA for that year and summed the weighted availability measures year, and summed the weighted availability measures. 
METHODS
Statistical analysis
• Chi-square used to determine differences in Statistical analysis Chi square used to determine differences in colonoscopy rates between racial/ethnic groups.
• Cochran-Armitage test used to examine trends in Cochran Armitage test used to examine trends in colonoscopy rates with increasing physician availability or income •Hierarchical generalized linear mixed model used to determine effect of physician availability on colonoscopy use. $ For colonoscopist availability, the odds ratios in the first two quartiles are significantly higher than those in the last two quartiles for both Black vs. White and Hispanic vs. White comparison (p<0.001). For PCP availability, the odds ratios in the first two quartiles are significantly higher than those in the last two quartiles for Hispanic vs. White comparison (p<0.001) but not for Black vs. White comparison (p=0.288).
RESULTS
Model
CONCLUSION
• Overall colonoscopy rates in Medicare beneficiaries did not increase with improved colonoscopist and/or PCP capacity.
• Racial disparities in receipt of colonoscopy widened with an increase in supply.
